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 This visit was a revisit for the ESRD 

recertification survey completed November 16, 

2012.

Survey date:  December 10, 2012.

Facility #:  005152

Medicaid #:  200024860A

Surveyor:  Susan E. Sparks, RN, PH Nurse 

Surveyor

Three conditions and nine deficiencies were 

found corrected during this survey.

      

Batesville Dialysis Center is in compliance with 

the Conditions for Certification for End Stage 

Renal Disease facilities 42 CFR Part 494.

Quality Review: Joyce Elder, MSN, BSN, RN

December 11, 2011
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